SUMMARY A four year old girl with pulmonary atresia had a straddling tricuspid valve without an interventricular communication. The overriding tricuspid valve had two orifices, which connected with the right and the left ventricles. Valve tissue separated both orifices and was firmly connected to the crest of the ventricular septum, thus sealing off the expected interventricular communication. Surgical correction was performed and the outcome was satisfactory.
A straddling tricuspid valve is an infrequent congenital malformation, which by definition is almost always associated with an underlying ventricular septal defect. Recently, however, we have operated X on a patient with pulmonary atresia and a straddling tricuspid valve with two separate orifices and no interventricular communication.
Case report
When the patient was born in May 1982, she weighed 2 6 kg. She showed cyanosis immediately after birth.
Non-invasive diagnosis showed pulmonary atresia with intact ventricular septum and a ductus__ arteriosus. Her condition improved when prostaglandin El was given. When she was two months old a left Blalock-Taussig shunt and pulmonary valvotomy were performed and when she was four months old an aortopulmonary shunt was performed.
At the age of four years she was admitted for definitive surgical repair. The However, the tension apparatus of the posterior leaflet was inserted into the posterior papillary muscle of the mitral valve. Despite the straddling of the tricuspid valve, there was no interventricular communication because the anterior and posterior parts were connected by valve tissue, itselffirmly adherent to the crest of the inlet septum. The arrangement resembled that seen in hearts with an atrioventricular septal defect and two orifices (so called partial variety or ostium primum defect). The ventriculoarterial connection was concordant. In addition, there were associated malformations-for example pulmonary atresia, hypoplastic right ventricle, and atrial septal defect.
The orifice connecting the right atrium to the left ventricle was closed with preserved bovine pericardium. We took care not to injure the atrioventricular node which because of the straddling tricuspid valve was likely to be anomalously sited. Because the remaining right sided tricuspid orifice seemed to be too small to cope with all the inferior venous return we did not ligate the junction between the superior caval vein and the right atrium. The right ventricular outflow tract to the left pulmonary artery was reconstructed with a monocusp patch.
Postoperative catheterisation showed a mean right atrial pressure of 14 mm Hg and a mean pulmonary arterial pressure of 13 mm Hg. She was discharged at 31 days after operation and her condition remains stable. A straddling tricuspid valve without an accompanying ventricular septal defect is extremely rare.4 Our patient had an overriding and straddling tricuspid valve with pulmonary atresia, but otherwise normal atrioventricular and ventriculoarterial connections. The tension apparatus of the posterior leaflet of the straddling tricuspid valve was inserted into the posterior papillary muscle of the mitral valve. The potential interventricular communication, however, was closed by a connecting tongue of valve tissue that adhered firmly to the crest of the ventricular septum, as it does in partial atrioventricular septal defects. Thus two ostia were formed. 
